Objective: The purpose of the study is to determine the current situations and views of family physicians in Kayseri province about the family medicine system.
INTRODUCTION
Studies advised by the World Bank in the 1990s that began in this period were called "Healthcare Reform" and have been called the "Health Transformation Process" since 2003. Notwithstanding that the "Health Transformation Program" has not been completed in our country, the fastest title put into practice was passing to "family medicine" system in the primary healthcare. The extension of the family medicine system to all provinces is among the leading targets of the 9. Five-Year (2007-2013) Development Plan (1) . "Family Medicine Implementation in Primary Healthcare" started with "The Law numbered 5258 about Family Medicine Pilot Implementation" in Düzce province in 2005 and was put into practice all over Turkey on 13.12.2010 (2) . A radical transformation process is being experienced in primary healthcare services in Turkey by this implementation, which restructured the primary healthcare system. With this implementation, the process of "healthcare socialization" that started in the 1960s, when a social state approach was put into the constitution, came to an end.
The primary healthcare service is an indispensable part of healthcare systems of countries (3) . This service is provided distinctively in different countries in the world. With passage of the implementation of family medicine in our country by "The Law numbered 224 about Socialization of Healthcare Services," health houses and health centers under the healthcare service institution gave way to family and community health centers. Healthcare services for individuals are provided in "Family Health Centers" (FHCs), and healthcare services for society are provided in "Community Health Centers" (CHCs). According to the update of the Turkish Public Health Institution Family Physician Monitoring and Evaluation Directorate on May 25, 2012, 20,503 family physicians are working in 6524 FHCs. In addition, there are 957 CHCs.
In the Health Ministry Family Medicine model, it is stated that primary healthcare services are reorganized with a contemporary approach and extended, and primary healthcare services are provided in such a way that individuals prefer them. The main factors of this approach are the existence of family physicians that everyone can prefer and have access to easily (6) . The implementation of primary healthcare family medicine in our county is constructed as a system rather than a specialty; thus, general practitioners or specialist physicians receiving the training envisaged by the Health Ministry are accepted to be family physicians. According to the law numbered 5258, the services to be provided by family physicians and family health staff are healthcare services that are protective for the individual and primary diagnostic, medical, and rehabilitative care (2).
It is explicit that not being able to provide the services appropriately, lack of coordination, and problems in the work environment may lead to ineffective and inefficient use of the resources and thus dissatisfaction of employees and patients. In order to provide the appropriate service, the problems should be recognized when they first emerge and are taken into consideration. The family practice was first begun in Kayseri province in December 2008. In this study, we aimed to determine the current situations of family physicians working in Kayseri, the problems they encounter in practice, and their views about the system in a descriptive study.
MATERIALS and METHODS
This study was a descriptive survey carried out in Kayseri between January and March 2012. It planned to involve all 368 family physicians working in the province. The questionnaire forms prepared by the surveyors were sent to 53 FHCs, and 325 family physicians filled the forms and sent them back; 43 of the physicians (11.7%) were excluded from the study due to reasons, such as being on vacation and not willing to participate. The rate of reaching the physicians was 88.3%. In the preparation stage of the questionnaire, it was benefited from the concerned literature and the views of physicians. There are 44 questions in the questionnaire, and it is divided into two parts. The first part includes some data about demographic and socio-economic features of the physicians. The second part includes questions about reasons for preferring to be a family physician, the workload in family medicine, their worries and problems they encounter, their views about the system, and their state of satisfaction with being in the system. Before conducting the questionnaire, a pre-application was performed for 10 physicians who worked as family physicians before but left for some reason. Considering the problems encountered during the application and recommendations, the questionnaire form was reorganized and finalized. The study was approved by the Erciyes University ethics committee.
Statistical analysis
In the presentation of the data, frequency tables were used for qualitative data, and chi-square test was used for categorical data. Logistic regression analysis was performed to determine the factors affecting the satisfaction of family physicians. The physicians who were very satisfied and satisfied with working in the family medicine system were categorized as "satisfied," and those who were not satisfied, not satisfied and indecisive were categorized as "not satisfied." Age, total period of service, and working period as a family physician were taken as continuous variables. A p value <0.05 was accepted to be statistically significant.
RESULTS
The family physicians' ages were between 29-60 years, and their mean age was 41.9±5.5. Their service periods varied between 4 and 32 years, and their mean service period was 16.8±5.4 years. The distribution of socio-demographic features is indicated in Table 1 .
The mean service periods at the last institutions at which they worked were 8.5±5.9 years for health centers, 8.3±6.8 years for tuberculosis control dispensaries, 7.5±5.0 years for hospitals, 6.4±4.0 for health directorates, and 5.3±4.6 years for 112 emergency services. Also, 64.9% of the physicians' service periods were 15 years and over; 56.1% of the family physicians were graduates of Erciyes University Medical Faculty. Further, 26 of the family physicians (8.0%) were specialist physicians, and 15 of them (4.6%) were family physician specialists.
The reasons for preferring to become a family physician are given in Table 2 .
The top three reasons of preference were the desire to take part in the system, high income, and prestige. The distribution of features of the health staff with whom the family physicians worked is indicated in Table 3 , and the distribution of whether the physicians provided protective healthcare services or not apart from outpatient clinical service is indicated in Table 4 . The mean population that the physicians had to follow was 3492±505, and the populations varied between 1520 and 4922. Daily average outpatient treatment numbers were 56.4±21.6; 81.2% of the physicians did not change their places which the Health Directorate determined when passed to the family medicine system for the first time. Half of the physicians thought that the registered population was sufficiently under their control. The population of the physicians and their views about the service are indicated in Table 5 .
The distribution of the views of family physicians about the effect of the system on working life and personal rights and their worries are indicated in Table 6 .
It was requested that the family physicians compare the protective and medical healthcare services with the previous system, and the percentage distribution of their replies is indicated in Table 7 .
With regard to the physicians' evaluation of every protective and medical service indicated in the table according to the institutions at which they worked and their period of service, there was no significant difference (p>0.05). When the family physicians were asked whether they had the stated problems or not, the distribution of the replies of those who mentioned that they did is indicated in Table 8 .
The most common problems that the physicians faced were unnecessary medical reports, requests for unnecessary medication prescriptions, and requests for medication prescriptions without seeing the patient.
In total, 5.0% of the physicians were very satisfied, 47.7% of them were satisfied, 26.5% of them were neutral, 15.9% of them were not satisfied, and 5.0% were very dissatisfied. Logistic regression analysis results of the factors that may affect the satisfaction levels of physicians are given in Table 9 .
Age, total period of service, the period worked as a family physician, gender, and the previous institution's being a primary healthcare center or not did not affect the physicians' satisfaction levels. The physicians' preference for becoming family physicians for its being prestigious was the only factor affecting their satisfaction levels.
When they were asked to what extent they found family medicine practice of the Health Ministry successful, 8.8% of the physicians stated that they found it definitely successful, 23.3% of them found it to be successful, 53.6% of them found it to be partly successful, 8 .8% of them found it to be unsuccessful, and 4.1% found it to be definitely unsuccessful; 1.3% of the physicians did not comment.
DISCUSSION
The main purpose of the HTP, having been implemented since 2003, is to improve the state of individuals forming the society and, particularly, to improve the state of patients and health staff (7) . In evaluating this process, identification of the operation of the system and the determination of problems and views of the physicians in the system are substantial sources of data. It was detected in the study that half of the physicians in the research group worked in primary healthcare (health center, tuberculosis dispensary, mother and child care, and family planning centers) before becoming family physicians, and the other half worked in institutions (hospital, administrative units) other than primary healthcare. In a study conducted on family physicians, similarly, half of the family physicians came from institutions other than primary healthcare (8) . It was observed in our study as well that the average service periods of physicians who stated that they came from institutions other than primary healthcare were long. It is thought that it is not easy for physicians who have been away from primary healthcare for a long time and who have had little experience in primary healthcare to adopt and practice the approach of evaluating the individual in his psychosocial environment comprehensively. The high average daily patient number (56 people) was a factor that made the process difficult. Moreover, it is necessary to investigate the negative impact of departing staff who have worked at hospitals, dispensaries, and 112 emergency services for a long time and gained special experience on services.
Among the reasons for preferring to be a family physician, the top three were the desire to take part in the new system (54.8%), high income (45.2%), and having more prestige as a family physician than a general practitioner (Table 2 ). In a study conducted in Eskişehir, 48.1% of family physicians stated that they preferred to be a family physician, since it provided better practice conditions (9) . In a study conducted in the provincial center of Afyon, 64.4% Out-of-pocket expenditures for service 54.9
Problems in supplying material and equipment 50.9
Problems among the physicians in FHCs 48.4
Problems about the health staff in FHCs 43.0
Problems about the use of shared areas 31.8
Problems about the use of computer programs 38.1 of the participants stated that they preferred to be family physicians for social and economic reasons (8) . In another study by Aktas, the majority of the physicians stated that they preferred being family physicians due to the high income (10) . In studies performed in Eskisehir in 2010 and in Afyon in 2011, as well, the physicians mentioned that they were content with their income (8, 9) .
While high income was an important reason for preferring to be a family physician at the beginning, income falls over time due to many factors, such as expenditures of FHCs, cuts due to performance, and a decreasing number of patients because they switch to another physician. Thus, 70.8% of the physicians in our study considered monetary cuts as problems, as did 54.9% for out-ofpocket expenditures for service (Table 8 ). In our study, it was also seen that the physicians had some worries about family medicine practice (Table 6 ). Almost half of the patients stated that the practice affected their psychologies negatively, and again, half of them stated that their anxiety about the future increased. The rate of those thinking that their stress and workload increased was also high. Moreover, the physicians had also anxieties about people exiting from their list and other physicians' desire to take their population. Two-thirds of the physicians thought that the system caused moral corruption. If the reasons for these problems are not investigated and eliminated, conducting the practice healthfully will not be possible and job satisfaction can not be provided, and the practice will increasingly become a problem in the future due to dissatisfaction and exhaustion.
In this research, conducted after a 4-year practice, 36.6% of the physicians stated that they felt regret/disappointed to be in the system (Table 6 ). In the study of Aktas, 24% of the participators replied "no" to the question "If you had a chance to choose again, would you prefer to be a family physician again?"; 21.3% of the physicians in our study stated that they thought of quitting family practice, and 25.1% of them stated that they were indecisive about it. This rate is similar with the study conducted in Eskişehir (9) . In the following studies to be planned, it is important to follow these rates and investigate the reasons.
The physicians' having become contractual brings about some losses in their personal rights. In research carried out by the Health Ministry, it was seen that family physicians did not take kindly to working on a contractual basis (11); 42.3% of the physicians knew in our study that their personal rights were affected negatively by the family medicine system. However, 17.3% of the physicians stating that the system affected their personal rights positively and 40.4% of them stating that there was no effect, indicating that they are not aware of the loss of their rights.
In the system, a family physician works with at least one family health staff (FHS). The FHS is the nurse, midwife, or health officer working with the family physician on a contractual basis or charged by the Health Ministry. The FHS provides protective, medical, and rehabilitative healthcare services with the physician for people and keeps the health records of people and statistics (4). It was seen in this study that almost three-fourths of the physicians worked with midwives. Almost half of the FHSs (47%) were those that worked in the same region. It can be thought that it is advantageous for physicians to work with midwives with regard to follow-ups and family planning services. However, with more than half of the FHSs from the beginning of the system quitting and more than half of FHSs working in regions where they did not work before, problems might be caused in controlling the population and follow-ups. In our study, it was seen that FHSs sometimes worked in providing medical services (Table 3 ). When the fact that the average daily patient admission number was above 50 is taken into consideration, it will be quite difficult for FHSs to go out of health centers and to do detection, follow-up, and health training. For this reason, it may be thought that only people who are admitted by FHCs are provided protective medical services. In a study conducted in Kayseri in 2012, that 87.6% of persons state that they were not visited at home by FHSs supports our finding (12) . Indicating the data concerning follow-ups by field surveys will allow us to reach healthier results.
Taking responsibility and providing continuous service for individuals in sickness and health, except treatment, are included in the job definition of family physicians (13) . Family physicians bear the responsibility of making house calls in addition to pregnant, baby, and child follow-ups; vaccination; and family planning services. The provision of these services in real terms is possible when the physicians know that these services are not only duties of FHSs but also their main duties and undertake them. In our study, 21.0% of the physicians stated that they have never followed up females between the ages of 15-49, 15.7% of them stated that they have never followed up pregnant women, and 11.9% of them stated to have never followed up babies. At the same time, it was seen that the physicians had never made house calls (Table 4 , 5). Almost 
